The present study aims to investigate independent and interactive impacts of risk and protective factors influencing depression among parents receiving welfare. The study uses panel data from the first two waves of the nationally representative Longitudinal Study of Australian Children. The analytic sample included 1204 parents of children aged 4 -5 years who participated in both of the waves and received government payments as their main income source in Wave 1. At Wave 2, twenty seven percent of all participant parents have income support as their main income source, and one-third of these parents reported having depressive symptoms during the 4 weeks prior to the interview. In hierarchical regression analysis, specific stressful events in the past 12 months (relationship breakdown, financial hardship, substance abuse, and death of a love one) have emerged as significant risk factors of depression. Parenting self-efficacy, timely access to support services and neighborhood belonging were found to be significant protective factors of depression. The most unique and key finding is that parents experiencing stressful events were less likely to report depression if they had adequate access to support services at times of adversity, and these results remain largely unchanged above and beyond the effects of the control variables. These findings have important implications for inculcating resilience in families on welfare in particular, through driving an institutional change that is responsive to ongoing and emergent needs. It is important that policy and health services delivery are designed in conjunction to provide maximum support for disadvantaged families at times of adversity.
Introduction
There is an increasing concern that parental mental health may have far-reaching undesirable consequences for children and the wider community (Fletcher, Feeman, Garfield, & Vimpani, 2011; Reupert, Maybery, & Kowalenko, 2012) . However, factors impeding parental resiliency to overcome mental illness have been less forthcoming in the literature. With the growing emphasis on policies and programs in this area (New South Wales Department of Community Services, 2008; Robinson, Rodgers, & Butterworth, 2008) along with an emerging focus on responsive regulation (Ayres & Braithwaite, 1992) , this study adopts a responsive resilience framework to examine the risk and protective factors affecting depression among parents of young children who are receiving welfare.
Central to the responsive resilience approach is that governments should strengthen the resilience and responsiveness of the system to promote holistic well-being among individuals. The current study uses this concept in the mental health arena. It aims to illustrate how to improve regulatory design in responding to poorly resourced families at times of stress to meet their needs, and in turn to strengthen their capacity to act responsively.
Research investigating parental mental illness has shown its high prevalence particularly among parents of young children, ranging as high as 45 percent among those in receipt of government assistance (Edwards & Maguire, 2012) .
According to the World Health Organization, depression is expected to be the largest contributor to disease burden by 2030 where the burden of depression is 50 per cent higher for females than males (World Federation for Mental Health, 2012) . Another cause of concern is that the prevalence rates of mental illness among women of child-bearing age (15 to 44 years) account for the largest proportion of people suffering from depression (Australian Bureau of Statistics, 2007) .
A substantial body of literature demonstrates the negative effects of parental (in most cases maternal) depression on personal activities, employment, interpersonal relationships, and quality of life (Kessler et al., 1994) . Studies have shown that the presence of depressive symptoms may predict further episodes of clinical depression including substance abuse, suicide ideation, attempted suicide and death by suicide (Howarth, Johnson, Klerman, & Weissman, 1992) .
Parental depression, alone or in combination with other risk factors, can also pose significant barriers to children's optimal wellbeing including school readiness, particularly for those from low income families (Reupert, Maybery, & Kowalenko, 2012) . Given that about 25 percent of children have at least one parent with mental illness (Mayberry, Reupert, Goodyear, & Crase, 2009) , it is critical that we better understand parental mental health to address it sinter generational transmission.
While this study acknowledges that depression arises from an inter play of nature and nurture, it limits its focus to social psychological factors since these are the measures taken in the Growing Up in Australia: The Longitudinal Study of Australian Children (LSAC) Survey. (Beck, 1967; Klein, Kotov, & Bufferd, 2011) .
One of the contextual risk factors consistently linked to depression is the exposure to stressful life events (Gibb, Butler, & Beck, 2003; Hammen, Kim, Eberhart, & Brennan, 2009 (Baxter, Qu, Weston, Moloney, & Hayes, 2012) .
The relationship between stressful events and depression is not always clear-cut. It is different for different populations. This study examines the form that such relationships take among one of the most vulnerable social groups, parents receiving welfare.
Protective Factors and Depression
Just as adverse life events are risk factors for depression, there are protective factors that ameliorate against the harm they pose to an individual's mental health. Since the introduction of the concept of self-efficacy by Bandura (1977) , an extensive body of research has consistently found that those with high per- (Greenfield & Marks, 2010) . The argument posed is that individuals living in a cohesive community are psychologically and socially better equipped with skills and networks which help them fight stressors and depression than those living in a less cohesive community.
Past studies have demonstrated that cohesive communities are more successful at relating to each other to produce sustainable local support services (Edwards & Maguire, 2011; Kawachi & Berkman, 2000; Sampson, Raudenbush, & Earls, 1997) which are likely to influence social and emotional outcomes.
The Present Study
This paper asks what is needed at the individual, institutional and community levels to build resilience against depression among parents on welfare. The following three specific hypotheses test the independent and interactive effects of the risk and protective factors on depression:
• Parents experiencing stressful events are more likely to report depression (Hypothesis 1).
• Parents who score high on parenting self-efficacy (individual level), access to support services (institutional level) and neighborhood belonging (community level) are less likely to report depression (Hypothesis 2).
• The protective factors are expected to moderate the relationships between risk factors and depression (Hypothesis 3). For example, parenting self-efficacy would buffer the negative effects of stressful events on depression (Hypothesis 3a). Similarly, timely access to support services and neighborhood belonging would buffer the negative effects of stressful events on depression (Hypothesis 3b and 3c, respectively).
To the best of the author's knowledge, no published study to date has examined independent and interactive effects of these risk and protective factors among parents with young children who are receiving welfare, one of the most vulnerable populations in Australia. Despite the fact that the concepts of stressful events, parenting self-efficacy and neighborhood connectedness have received a great deal of attention in the literature, they have not been widely inves- At both Waves 1 and 2, trained researchers administered a face-to-face interview in the child's home with the parents (known as the "primary caregiver'').
Self-report information was collected using questionnaires from parents of children aged 4 -5 years at the time of Wave 1 interview. These parents were followed up and interviewed again at Wave 2 in 2006 2 .
Measures
All demographic variables (Household composition, age, education, employment, health condition, Socio-Economic Indexes for Areas (SEIFA) 3 , main language at home, and prior depression) were used from Wave 1 whereas other variables including the dependent variable (depression) were taken from Wave 2.
The selection of these variables was based on past studies which demonstrated their association with depression among adults (i.e. Gallo, Bradley, Siegel, & Kasl, 2000) . Because depression is likely to be higher among those with a prior history of depression (Eaton, Martins, Nestadt, Bienvenu et al., 2008) , depression at Wave 1 was included as a control variable. Gender of parents was not used as a
1
The LSAC is conducted in partnership between the Department of Social Services (DSS), the Australian Institute of Family Studies (AIFS) and the Australian Bureau of Statistics (ABS). The ethical approval of LSAC research protocol was obtained from the AIFS Ethics Committee. The findings and views reported in this paper are those of the author and should not be attributed to DSS, AIFS or the ABS. For further information, visit: http://www.fahcsia.gov.au/our-responsibilities/families-and-children/programs-services/growing-up -in-australia-the-longitudinal-study-of-australian-children-lsac.
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The attrition rate between Waves 1 and 2 was 10%. This is a lower attrition rate than for most other comparable overseas studies (Gray & Smart, 2008 . All parents were asked to rate how they have been feeling over the past 30 days: 1) so sad nothing could cheer you up; 2) nervous; 3) restless or fidgety; 4) hopeless; 5) everything was an effort; 6) worthless? Responses were scored from 0 to 4 ("none", "a little", "some", "most", or "all the time") with a maximum score of 24. For the purposes of regression analysis, depression was used as a continuous measure by averaging six items (M = 1.68, SD = .70).
Demographic Factors
Age of parents at wave 1 was used as a continuous variable (M = 33.47, SD = 6.31). To understand the distribution, age was categorized as ≤30 years (22 Family structure indicates whether the participant parent is from one-parent families with children or from two parent families with children. Two-parent families are defined as those where the parent lives together with a partner who may or may not be the biological parent of the study child. One-parent families are those in which the study child lives with one female parent only (who is not necessarily the child's biological mother). Data on Family structure was scored as a dummy variable for use in the regression analysis (1 = one-parent families (40%), 0 = two-parent families (60%)). The K6 scale is a widely used indicator for the likelihood of serious mental illness (Kessler et al., 2003) . The K6 has been shown to have good internal consistency and concordance with other, longer measures of depression and anxiety disorders (Kessler et al., 2010) .
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The K6 scale is a widely used indicator for the likelihood of serious mental illness (Kessler et al., 2003) . The K6 has been shown to have good internal consistency and concordance with other, longer measures of depression and anxiety disorders (Kessler et al., 2010 Parenting Self-efficacy (Individual-level of protective factor): To assess parenting self-efficacy, parents were asked 4 questions: How often 1) does this child behave in a manner different from the way you want him/her to? (reverse scored); 2) do you think that this child's behaviour is more than you can handle? (reverse scored); 3) do you feel that you are good at getting this child to do what you want him/her to do? and 4) do you feel that you are in control and on top of things when you are caring for this child? Responses on these items were collected on a 5-point scale, ranging from 1= "never/almost never" to 5= "always/almost always". All four items were aggregated to use in the regression analysis (M = 4.04; SD = .70).
Access to support services (Institutional-level and 4) Most people in your neighborhood can be trusted. Responses on these items were collected on a 5-point scale, ranging from 1= "strongly agree" to 5= "strongly disagree". All four items were aggregated to use in the regression analysis (M = 2.36; SD = .63).
Data Analysis Overview
Descriptive findings are presented first, followed by hierarchical regression analysis examining the independent and interactive effects of the risk and protective factors on depression.
The hypotheses were tested using the following order: demographic factors were introduced on Step 1 of the hierarchical model; the risk and protective factors were entered on Step 2; and the interaction terms on Step 3.
Results

1) Descriptive analysis
Demographic factors: The mean age of parents was 33.47 (SD = 6.31), with a range of 18 -51 years. While 60 percent of all parents completed Year 10 education, the rate of employment participation was low (39 percent). Most respondents were partnered (60 percent) and one-third reported having a health condition. Eighty seven percent of the parents reported that their children's main language at home was English. The SEIFA index of advantage/disadvantage
shows that 32 percent of the families were living in disadvantaged areas.
Risk and protective factors: The death of a close family friend or another relative was the most commonly experienced stressful event, with one quarter of the parents reporting that this had occurred to them or to their partner in the previous 12 months. The next most commonly experienced stressful event was financial stress (14 percent), followed by stress related to a work related matter (6.70 percent), relationship (5.90 percent) and substance abuse (5 percent).
Over the 12-month period, 67 percent of parents indicated that at least one stressful event had occurred to either them or their partner. Of the 67 percent parents, 27 percent had experienced one of the five events and 21 percent had encountered two of the five events in the last 12 months.
This study examined impact of three protective factors: parenting self-efficacy, In
Step 1, eight socio-demographic variables were entered. As can be seen from Table 1, parental age, health condition, and prior depressive episodes significantly contributed to increase later depression, and accounted for 29 percent of the variance.
In
Step 2, risk and protective factors were entered which added an extra 8 percent variance supporting both Hypothesis 1 and Hypothesis 2 (Table 1) .
Four out of the five stressful events (relationship breakdown, β = .11, p < .01; a major financial crisis, β = .08, p < .05; substance abuse (β = .10, p < .01; and death of a love one (β = .07, p < .05) significantly and positively predicted depression.
All protective factors made strong unique contributions in predicting depression. Those who were able to access services at times of adversity were less vulnerable to symptoms of depression (β = −.11, p < .001). Also, high levels of parenting self-efficacy (β = −.11, p < .001) and neighborhood belonging (β = −.14, p < .001) predicted less symptoms of depression.
Interaction between risk and protective factors 8 .
Instead of adding five separate interaction terms for five events, a new variable was formed indicating if parents experienced any one of these five events in the past 12 months. Then three interaction terms were created: "any one event X parenting self-efficacy", "any one event X service accessibility", and "any one event X neighborhood belonging".
In
Step 3, two terms appeared significant: "any event X parenting self-efficacy"
and "any event X service accessibility" ( Table 1 ). The effect of the latter term 6
The term depression is used as a continuous variable to capture individual differences in depressive symptoms rather than a clinical category such as presence or absence of a major depressive disorder. Taxometric analyses suggest that depression is best conceptualized as a continuous construct (Hankin, Fraley, Lahey, & Waldman, 2005) .
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The bi-variate correlation results, available upon request, between the outcome variable (depression) and all predictor variables in the regression analysis are also of note in so far as they appear as expected.
8
Computation of interaction terms: Following Aiken and West's (1991) recommendations for regression analyses testing for interactions, two-way interaction terms were created by multiplying centered scores (the actual score minus the mean score) of predictors. became more pronounced in the simple slope analyses clarifying the interaction (Aiken & West, 1991) supporting Hypothesis 3b. As Figure 1 suggests, timely access to support services can compensate for the deleterious effect of stressful events on depression (β = −.09, p < .01) whereas a lack of timely access accelerates the adverse effects of stressful events on depression (β = .07, p < .03) 
Discussion
Findings from the regression analysis have provided strong evidence that being exposed to stressful life events is significantly related to high levels of depression.
Since occurrences of some stressful events can be beyond our control, this study also tested roles of protective factors in predicting depression at three levels:
self-efficacy at an individual-level, timely access to support services at an institutional-level, and neighborhood belonging at a community-level. Findings have confirmed that all three factors play significant protective roles in lowering depression. The most important and unique result is that service accessibility buffers the deleterious effects of stressful events on depression, and this pattern of results holds true even after adjusting for all demographic variables.
These findings are of substantial clinical and public health importance in so far as they show the crucial role of the Australian service delivery system in meeting the needs of families from a disadvantaged background. The finding that service accessibility has a significant buffering role in reducing depression points to the importance of addressing regulatory measures to strengthen service accessibility by vulnerable families at crisis. To ensure that effective support services are available to vulnerable families, we need deeper insights into how these families understand the services, potential gaps in the services, including mapping their experiences of the services and how these services are meeting their needs.
The studied population (parents on welfare) can be economically under-privileged, often experiencing new and ongoing daily demands which add layers of complexity and distress in their lives. What is not well known is their real/perceived barriers to access (not barriers to seek access), and such lack of information may oversimplify the efficiency of service design and delivery processes. In-depth views and expectations about support services of these families need to be re- Results of this study suggest that about six percent of the families could not simply access the services they sought at the time of crisis. While the LSAC data are limited in uncovering why the families could not access the services, past literature may provide some insights about what regulatory measures can be useful in providing effective access to support services for vulnerable families (Robinson, Scott, Meredith, Nair, & Higgins, 2012) . The most critical and frequently cited measure of effective access is availability via flexible entry to services for those who have already been diagnosed with a mental illness. Vulnerable families, particularly those with more complex needs, often require services from multiple systems such as general practitioners, adult counseling, parent support groups, drug/alcohol support services, and housing. Ideally, the various support services should be linked to form a holistic "wraparound" model of service delivery so families can have easy and timely access to a full array of services. To better respond to the needs of vulnerable families, the services need to build flexibility into their regulatory strategies to allow soft entry points including self-referral, after hours appointments, outreach sessions, affordability via reduced or waived fees, and meeting a minimum standard of quality. Services that are forced to operate "by the book" without any modifications to address complex circumstances often confuse doing the right things with doing things right, and are unable to strengthen the effectiveness of their deliveries.
While securing a timely appointment with a targeted service is the first step toward service accessibility, within-family factors also remain critical to prevent vulnerable families from getting the support required. These can include limited income, lack of convenient transport, personal preferences in services, stigma, and day-to-day stress including health concerns, caring responsibilities, and lack of motivation. While there is no quick fix to overcoming these barriers, it is necessary to identify, analyze and understand them to provide a targeted service delivery at times of crisis. To gain additional insights into why 6 percent of the parents could not access support services at times of crisis, follow-up in-depth interviews using the LSAC can be organized.
Prior experiences in actual receipt of services can also be critical in selecting a service. Therefore, patterns of service utilization and perceptions of services should also be analyzed when addressing the unmet mental health needs particularly for those who had accessed (or attempted to access) services earlier. Real and/or perceived barriers such as limited access to specialist supports, poor coordination between the services required, and lack of professionalism can represent a further barrier to accessing services not only for those with earlier experiences but also for those wanting access for the first time. As part of the effort to reduce real/perceived barriers, information campaigns can be advocated for service providers and the targeted families, which may enhance trusting rela- While the above measures are crucial for improving institutional resiliency, it is also worthy to address individual and community resiliencies to combat depression. The current analyses demonstrate that both parenting self-efficacy and a sense of belonging to one's neighborhood play significant roles in reducing depression. Therefore, programs that foster parenting self-efficacy so that parents feel confident in managing stress would be beneficial to reduce the risk of developing depressive symptoms. Also, community development programs specifically targeting areas of economic disadvantage to promote neighborhood connectedness may impact positively on levels of well-being among parents.
However, these ultimately raise more questions for future explorations: How can we effectively promote neighborhood connectedness for disadvantaged families?
What does it mean for them? How comprehensive must their involvement be to strengthen belonging?
While the panel data used in this study are particularly strong for researching this topic because the LSAC has a nationally representative sample of Australian children and their families, there are certain limitations to this study. The present study was based on 1204 parents on welfare. Findings are relevant to this population, not necessarily to the Australian population at large. Care must also be taken in interpreting the results as they do not imply any causal relationships of depression with risk and protective factors, rather they only indicate predictive relationships over two years (2004 and 2006) . As further waves of data become available, future research can disentangle causal relationships among depression, risk and protective factors.
In conclusion, this study complements and extends existing literature on depression, particularly by highlighting the key role that support service accessibility plays in alleviating depression among one of the most vulnerable population groups-parents with young children who are receiving welfare. The findings have important implications for inculcating resilience in families on welfare, in particular, through driving an institutional change that is responsive to ongoing and emergent needs at times of adversity (Blount, 2013) . Given that three-quarters of all lifetime cases of mental illness begin by age 24 (Kessler et al., 2005) and can result in significant burden within our community if left untreated (Australian Institute of Health and Welfare, 2006; Hilton et al., 2007) , early screening must be advocated as the most appropriate way to protect vulnerable families from potential undesirable long-term outcomes of depression. Investing in early diagnosis and intervention for depression with targeted and adequate support for one generation will surely promote healthy developmental outcomes for the next.
